BOY, aged 10 years. Only child. Past history and family history nil ad rem. First became jaundiced at the end of December, 1925; the jaundice has disappeared twice but returned again. Has felt well and eaten ordinary food with appetite; has had no pain. No change noticed in the colour of the feces. Weight 4 st. 3 lb. (normal for age 4 st. 41 lb.); height 4 ft. 4 in. On admission to hospital the boy looked well but was moderately jaundiced. Features well formed, teeth normial. Liver four fingers' breadth below costal margin; firm but smooth; not tender; spleen two fingers' breadth below costal margin; no ascites. Faeces normal in colour. Urine contained bile-pigment and bile-salts, and urobilin and.urobilinogen were present in excess; diastase 40 units. Blood count: 5,120,000 red cells and 6,400 leucocytes per c.mm.; haemoglobin 80 per cent.; colour index 0X8; fragility of red cells normal; haemolysis in 0'45 per cent. NaCI. Blood serum: Fouchet's test positive; van den Bergh's test indirect positive. Cholesterol 105 mgm. per cent. Blood urea 24, non-protein nitrogen 27, creatinin I19, uric acid 2*4, amino-acid nitrogen 5.0, and sugar 98 mgm. per cent. (Normal figures.) Wassermann reaction positive. Galatose tolerance (30 grm.); blood-sugar: before ingestion 64 mgm. per cent.; half an hour after 144; one hour after 152; an hour and a half after 182; and two hours
after 133 (mgm. per cent.); urine contained 5'5 gr. of galactose. Carbohydrate function of liver inefficient. Except the cirrhosis of the liver the boy shows no signs of congenital syphilis. For the biochemical investigations I am indebted to Professor E. C. Dodds.
Catarrhal jaundice very seldom recurs twice, and rarely recurs at all. Although the Wassermann reaction was positive, I did not suspect syphilis. I should like opinions as to whether this is pericellular cirrhosis, or multilobular cirrhosis. Dr. Parkes Weber has described recurring jaundice in syphilitic children, in which the liver was affected with multilobular cirrhosis. The boy's liver is smootb, and I am inclined to regard this case as one of late pericellular cirrhosis. Two Cases of Post-encephalitic Hyperpncea. By D. W. WINNICOTT, M.R.C.P. W. B., AGED 7 years, was brought in Februarv, 1925, to the Queen's Hospital for Children, because of attacks of exaggerated breathing. The child was healthy till an illness in his fourth year. He was suddenly taken ill, screamed all night, was quite violent and was restrained with difficulty. A doctor was called in and at first diagnosed chorea, but later said it was not chorea. (This doctor has unfortunately died.) After one week the patient became excessively sleepy and could not be awakened. For some months afterwards he was less restrained than formerly and very sleepy during the day. At that time he had an abscess in the groin.
When about 5 years old he developed the attacks of exaggerated breathing of which he now complains. There have been no paralyses nor are there any residual signs. His intelligence is nearly normal. Lately there has. been a return of sleepiness in the day. He is now liable to strong passions lasting about twenty minutes, and during these outbreaks he may do anything. D. T., aged 3 years, was healthy until April, 1925, when she bad an illness thought to be measles, followed by mumps. During the "measles" the child slept almost all the time during the first fortnight. In July, 1925, she was brought to the Queen's Hospital for Children because she had had reversed sleep rhythm since the illness in April. Also she had frequent night terrors, or a woke from sleep twitching. Occasionally there was twitching in the day. No paralyses were found.
In September,. 1925, she began to have attacks of exaggerated breathing, lasting about ten minutes with about half-hourly intervals. These had been diagnosed by a doctor as attacks of asthma.
In October, 1925, the child was an in-patient for a fortnight, and had no attacks until her mother came to fetch her. At the present time there remains reversed sleep rhythm, night terrors have returned, and attacks of exaggerated breathing occur several times an hour. No alteration in mentality has been noticed and intellectual development has proceeded normally.
Discu88iQn.-Dr. WINNICOTT said he went into the question of what brought on the exaggerated breathing, thinking it might be hysterical. He was able to investigate the boy to some extent, because he was very fond of drawing, and would draw everything which came to his mind. There were certain ideas which were, to him, taboo, and whenever he approached them this exaggerated breathing would begin, evidently part of an expression of fear.
In the little girl the fast breathing seemed to have no relation to ideas. It persisted practically all day, except when she was asleep, and the attacks lasted perhaps ten minutes, with a five-miinutes interval. A third, more typical case of encephalitis lethargica followed by exaggerated breathing could not be shown because the patient had been admitted to a hospital.
Dr. G. A. SUTHERLAND said that Dr. Winnicott was fortunate in having had three cases of this condition under his care, as they could not be very common; he (the speaker) had not himself seen any. The diagnosis that it was a post-encephalitic condition was probably correct, at least it was very plausible. If the initial illness in the second case had been measles, this might have been followed by cerebral complications. It was interesting to note the type of breathing; he only saw it in the second case, as it was not in action in the boy. In the girl the breathing was of the thoracic type, and apparently there was not any involvement of the respiratory centre of the medulla. The abdominal breathing appeared to be normal. He (Dr. Sutherland) concluded, therefore, that it was the upper nervous centres which were involved in this case. It was the type of breathing assumed when under excitement or in distress; if there was a call for increased breathing, it was done through the thoracic muscles, not through the diaphragm. The idea was supported by the fact that the quick breathing was not present during sleep. It was interesting to hear that the original diagnosis in one of the cases was hysteria or a functional disorder, because there had been a tendency to attribute the sequelhe of encephalitis lethargica to a hysterical condition. That was so in some cases of choreiform movements which he (the speaker) had seen, as the sequehe of encephalitis.
Dr. E. STOLKIND said that, according to the history, both cases, and especially that of the first child of seven years, with excessive sleepiness, were in all probability cases of post-encephalitic hyperpnea. Such cases were not infrequently diagnosed as hysterical. During the acute stage, as well as later, various changes in the respiratory rhythm had been observed. In some cases tachypncea occurred, in others bradypncea or apncea, &c. This phenomenon might last for days or for many months.
Dr. WINNICOTT (in reply) said that he did not intend to convey the idea that the encephalitis had been mistaken for mumps. He thought the child had mumps after having had either measles with encephalitis, or encephalitis diagnosed as measles. Several cases had been published in which encephalitis had complicated measles, and in some of these cases there were sequelhe. GENERAL REF1RENCE: Turner and Critchley, Brain, 1925, pt. 1, p. 72. Case of Congenital (Edema of the Feet.
By H. CHODAK GREGORY, M.D.
BABY girl, aged 5 months. Full-time child, normal confinement. Both feet were noticed to be cedematous at birth. CEdema persisted. When the infant was two weeks old the urine contained a moderate amount of albumin, but several
